Une traduction en français de ce résumé figure à la fin de l'article. Al final del artículo se facilita una traducción al español. .
model after the late 19th century German chancellor who enacted social legislation to insure workers against serious risks including health) or a general tax-funded system (often labelled as the Beveridge model after the designer of the British National Health Service).
Advocates of SHI have suggested that in low-income countries, insurance coverage can expand from the formal sector to the entire population, as it has done in many countries that followed the Bismarck model such as in western Europe, Japan and the Republic of Korea. 1, 2 Critics of this view 3, 4 have argued that introducing SHI in economies in which most of the population is in the informal sector run the great risk of widening existing disparities in access to care and financial protection. Kyrgyzstan s experience with health financing reform since 1997 provides an example of how one low-income country introduced an SHI fund but did not suffer the potentially negative consequences for equity that had concerned critics. The
Kyrgyz experience illustrates the importance of thinking about health financing policy in functional terms 5, 6 rather than in terms of historical models imported from western Europe.
Erosion of coverage
As with most of the countries of the former Soviet Union, Kyrgyzstan suffered an extreme fiscal contraction in the first half of the 1990s. By 1995, total public revenue as a share of gross domestic product (GDP) fell to 15% from an estimated 41% in the former Soviet Union in 1989. 7 This had severe negative consequences for the ability of the government to spend on health, especially in the context of a GDP that was also contracting (by the late 1990s
Kyrgyzstan was, and remains, classified as a low-income country by The World Bank). It is estimated that by 1998, the real level of government health spending in Kyrgyzstan was about half that of 1991. 8 While health care was still ostensibly free of charge for the population, early household surveys confirmed what had become apparent to both providers and patients alike: informal out-of-pocket payments had become a substantial barrier to care and a great financial burden for households that chose to seek care. 9, 10 Behind this was not only the fall in public spending but also the rising costs of the inherited health system. The health system of the former Soviet Union was characterized by heavy reliance on physical infrastructure and specialization. 11 It was possible to sustain this in the context of the high revenues that the former Kyrgyz Soviet Socialist Republic received and subsidized prices for inputs such as medicines and energy. In the 1990s, however, the decline in government revenues and the increase in prices made the large infrastructure unsustainable: a large share of public spending on health was devoted to fixed costs, leaving very little to pay for treatment inputs such as medicines and supplies. In 2000, for example, 12 This reflected a health financing system characterized by incentives designed to meet the needs of the physical infrastructure, rather than the needs of the population.
Provider payment mechanisms were based on input-based norms formulated into strict line-item budgets reflecting historical patterns. The more beds that a hospital had, the more staff positions it was allowed to have and the greater budget it received. There were 18 input categories used for budgeting such as personnel, drugs and utilities. Managers could not re-allocate across line-item categories if the need arose and so unspent resources were returned to the government budget. In addition, the former Soviet Union health (and health financing) system was fragmented, with each level of government funding and managing its own decentralized health system. Excess capacity was particularly marked in urban centres, where both city and provincial (oblast) facilities existed.
Health financing reforms
It was in this challenging context that health financing reforms were introduced. Late in 1996, the government announced that a law to introduce a new mandatory health insurance fund (MHIF) was to become effective in 1997. There were fears that this would actually worsen an already fragmented system by adding an insured/uninsured split and this led to delays in implementation. The strategy developed in response was called the joint systems approach , whereby the MHIF and the oblast health departments would use a common system for information and accounting. A critically important technical step for the future transition to a universal system was the establishment of a single hospital information system for all patients regardless of their insurance status. Another important decision was made by the management of the MHIF: it was decided that, rather than attempt to fully fund a comprehensive insurance package for the insured population, they would instead simply top up the existing budget flows to public hospitals. The payment mechanism was different, however: case-based payment for inpatient care and capitation for primary care.
The MHIF was funded by a 2% payroll tax on employers and small amounts of transfers from the pension and unemployment funds. The payroll tax rate was set at this low level for several reasons: payroll tax rates for social contributions (mostly pensions) were already very high at 37% of wages; 13 the country s population is predominantly rural, working in agriculture but without regular cash income; and there is a sizeable informal economy. Hence, the health insurance contribution was designed as a complementary The Single Payer System
While the MHIF made substantial progress in developing its information and payment systems, the previous health financing system co-existed with it, with each level of government allocating budgets to its own facilities on the basis of historical norms. Hence, while the bit of extra money provided considerable relief at the margin for providers and patients (particularly in the case of medicines, for which MHIF payments became the main source of funding), the underlying structural fragmentation problems of the system were not Funding and population coverage arrangements under the Single Payer System are shown in Fig. 1 and can be summarized as follows:
Local budget funds (district, city and oblast) for health care are pooled in the oblast branch of the MHIF on behalf of the entire population of the oblast.
The MHIF purchases a state-guaranteed benefit package on behalf of the entire population of the oblast from these budget funds. The package includes formal copayments for referral care, with the level of co-payment linked to a patient s insurance or exemption status. The insured population is entitled to reduced co-payments and an additional outpatient drug benefit.
Universal coverage is funded from general public revenues with entitlement based on citizenship/residence while a contributory SHI benefit is complementary (rather than an alternative) to this.
From both sources of funds, the MHIF pays providers on the basis of outputs (e.g. casebased payment) and needs (e.g. capitation).
Greater autonomy was given to providers with regard to their internal resource allocation decisions (relaxation of strict line-item budget controls).
While out-of-pocket payment became explicit with the co-payment, the reform did not involve any change in the sources of funds.
The reformed system is an attempt to recapture the universal health care system that existed under the former Soviet Union. The radical changes in the fiscal context meant that major reform of the financing system was needed to address the underlying efficiency problems and move towards both formalization and reduction of the out-of-pocket payment burden. 
National pooling of funds

Reform impact
The Single Payer System addressed many of the underlying problems in the health system.
The pooling of budget funds at oblast level and later at the national level gradually reduced fragmentation in the system and created an enabling environment for restructuring and reallocation of resources according to needs rather than infrastructure. The break with normbased budget allocation reduced the persistence of facility managers to hold onto infrastructure and the introduction of case-based payment at the hospital level shifted the incentives so that providers became interested in increasing productivity and reducing fixed costs. In the first year of implementation, the number of hospital buildings in the two reforming regions was reduced by more than 30% and the share of revenues devoted to patient treatment inputs (drugs, supplies, food) in hospitals doubled.
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Budgeting challenges
Changing the payment mechanisms was challenging. Although resource allocation within the health sector across facilities was now based on the number of cases, oblast finance departments continued to set budgets based on historical norms, often interpreting a reduction in infrastructure as a reduction in need. Initially, this led to a reduction in the health budget of reforming oblasts, requiring political interventions to overcome the resistance of budget departments to redefine their interpretation of need. In addition, the much slower pace of overall public finance reform created a conflict between the new provider payment mechanisms and the old-style public reporting processes which remained based on line-items.
This overall budgeting and reporting system threatened the efficiency enhancing incentives and limited the extent of the (still quite substantial) gains from these. This issue is only now being resolved with a shift in the overall budgeting process for the health sector from an input to an output basis (i.e. the wider public sector financial management system is now catching up with the provider payment reforms).
Extensive quantitative 12, 18, 19 and qualitative 20 research shows that the reforms also were largely successful in replacing informal payments with formal co-payments and reducing patient financial burden, particularly for medicines and medical supplies, despite the fact that the total level of public spending on health did not increase very much during the period when the Single Payer System was extended nationwide. There remains a long way to go, however, as available public financing still leaves a substantial level of private costsharing for the package. Further improvement in financial protection remains an ongoing challenge for health financing reforms.
Factors for successful reform
Several factors explain why Kyrgyzstan has implemented such far-reaching reforms although its pre-reform health system did not differ significantly from that of other countries in the former Soviet Union. First, the fiscal imperative to reform and squeeze internal resources was great, with real public expenditures on health reduced by half between 1991 and 1998. In countries where the fiscal contraction was less severe or where there were realistic opportunities for eventual substantial economic growth driven by raw material exports (e.g.
Kazkakhstan, the Russian Federation and Uzbekistan), governments could afford delaying efficiency enhancing reforms for a longer time. Second, many elements thought to be important for successful reform implementation were in place for much of the ten-year 
Conclusion
The Kyrgyz reforms provide an excellent example of why health financing policy should not be reduced to a simplistic choice between the Beveridge and Bismarck models. In a lowincome setting where much of the population is not employed in the formal sector, payroll taxes will not be a major source of funds. However, it is possible to create a universal health financing system by transforming the role of budget funding from directly subsidizing provision to subsidizing the purchase of services on behalf of the entire population. In other words, universality was designed into the system from the beginning rather than hoping that insurance coverage would simply expand over time. Even in contexts where there are severe limitations on the choice of sources of funds, reforms to reduce fragmentation in pooling,
shift from input-to output-based payment methods, specify benefit entitlements more transparently and develop capacity in a purchasing agency can lead to improvements in health system performance. By approaching health financing policy from a functional 
